Cross-border public services are considered to be one of the possible tools to eliminate the periphery position of border regions. The Czech part of the Gmünd/České Velenice divided twin town faces the problem of very distant healthcare, as the closest hospital on its side of the border is at around a 50 min car-drive, whereas the hospital in Austrian Gmünd is within several minutes reach. This paper analyses whether cross-border healthcare provision could help to eliminate this problem. It describes the EU legislative framework for the cross-border healthcare provision and states that it has been rather underused until now, with a minor exception of the situation between European Communities' founding members. In the Gmünd/České Velenice context, the functional partnership run by the Lower Austria as the key actor was created. Its ability to use the INTERREG programme has helped to create conditions for a sustainable cross-border healthcare, but only as a partial solution restricted on an outpatient care. The main identified barriers are of administrative nature. To a partial surprise of authors, the mental barrier plays a minor role and could be overcome by systemic measures implemented by partners of this initiative.
Introduction
Up to 40% of the EU's territory is made up by border regions. Around a third of the EU citizens live there. Generally, we can say that these areas tend to be economically weaker, with more underdeveloped infrastructure in comparison to more central regions [1] . The unemployment rate tends to be higher too.
Although the European integration process has achieved considerable results and has assisted in removing many cooperation barriers, many obstacles based on differing legal and administrative backgrounds have remained. This is where cross-border cooperation (CBC) has its role to eliminate these barriers [2] .
One of the important contributions of the CBC is its ability to identify potential complementarities in all fields of human activities in the border regions [3] The use of complementarities has a potential to ease daily life of inhabitants of European border territories. They can join public forces and sources in the form of cross-border public services (CPS), which can eliminate disadvantages of their location on periphery. CPS are "public services in a wide variety of policy fields that are provided or made available jointly by public authorities on both sides of a border for an undefined time and with a target group across the border. CPS address joint problems or development potentials of border regions in a clearly defined cross-border territory [4]". inauguration until the end of the current programming period 30 billion € have been allocated for this co-operation [28] [29] [30] .
Cross-Border Public Services in the Current EU CPS have to certain extend been applied in the EU/EEA territory. According to the recently developed ESPON study, 570 CPS are identified across borders in Europe [4] . According to the authors of the study, CPS have the potential to address local development needs and eliminate border-related barriers and obstacles. There is still a significant East-West discrepancy in the spatial distribution of CPS, these can be mainly found in Benelux, France, Germany, and then Scandinavia [4] . CPS currently contribute mostly to several different policy areas such as environmental and civil protection, risk management and transport [4] . Their future development is expected especially in economic development, spatial planning, tourism, culture, cross-border employment and healthcare [31] .
Healthcare in the EU Legislation
The Treaty on the Functioning of the EU (Maastricht Treaty) introduced -as a reflection of the four freedoms principle -healthcare in the acquis commaunataire, as it prohibited the restrictions on the cross-border provision of services [5] . This also respects the EU general rule of non-discrimination on the nationality basis [1] .
The legal basis of future secondary legislation is laid out in Articles 114 and 168 of the Maastricht Treaty, which ask for mainstreaming of healthcare protection and public healthcare in all EU policies and its complementarity with the Member States, who have remained responsible for the organization of healthcare and public health [32] .
The article 168 also encourages cooperation between the EU members in healthcare provision in border areas. Founding treaties thus opened the way for secondary legislation acts, which specified how the EU citizens can benefit from the right to access healthcare (and be reimbursed afterwards) in any EU country [33] .
The principle acts of secondary legislation in the field are EU Regulation 883/2004 for unplanned (emergency) care and Directive 2011/24/EU for planned treatments. Despite both support cross-border healthcare, some challenges remain. This includes, inter alia, different rights to access healthcare services of trans-border workers and other inhabitants of border regions.
The Commission observes the cross-border healthcare provision based on both in the upper paragraph mentioned acts of secondary legislation [33] . The picture is rather clear: there were more than two million cases of unplanned (emergency) healthcare, while the number of cross-border treatments under the Directive planned healthcare amounted to just over 230,000 in 2015. It would seem therefore that the opportunities offered by the Regulation (EC) No 883/2004 under the European Health Insurance Card (EHIC) are more widely used than those under the Directive. This is understandable since in many cases the level of reimbursement under the Regulations will be higher than under the Directive. To give an example based on a hypothetical treatment of a Czech in generally more expensive Austria: the reimbursement of the planned healthcare according to the regime of Directive 2011/24 should be only up to the cost of this treatment in Czechia. As costs of medical care are higher in Austria than those in Czechia, which would mean that the level of reimbursement would not cover all expenses. If the treatment happens under the Regulation 83/2004 for unplanned (emergency) care, the Czech patient would get all costs reimbursed.
To sum up the above mentioned information, there are three main ways of the cross-border healthcare provision in the current EU: planned healthcare based on the Directive 2011/24, planned healthcare based on Regulation 2004/883 and unplanned healthcare based on European health insurance card. All three ways are summed-up in Table 1 . A "Directive-based" reimbursement of cross-border healthcare costs will be done only up to the level of costs of healthcare if it was provided in the territory of the country of health-care affiliation of the person concerned. Patients must firstly pay for the treatment costs in advance and their costs will be reimbursed afterwards (provided they present their claim). The disadvantage is in uncertainty: quite often it is impossible to precisely estimate the scope of future necessary treatment and the financial burden. On the other hand, patients can pre-consult that with their health insurance company.
Planned Healthcare Based on 2004/883 Regulation
If a patient obtains prior authorization according to the Regulation-which she/he must ask for, the reimbursement is based on different rules. The patient´s health insurance company decides upon the eligibility of such request. If it grants the prior authorization, which can be issued for all EU and EFTA countries, the concerned person can undergo the same care as the citizens of the state, where the actual healthcare is provided. The costs are then mostly borne by health insurance companies in the state of treatment, which will afterwards charge the costs to the insured's domestic health insurance company.
Unplanned Healthcare (Based Upon European Health-Insurance) During Stays Non-Related to Healthcare
During their temporary stay in any other EU/EFTA country, EU citizens are granted necessary medical treatment, based on the EHIC. Patients have the access to healthcare under the same conditions and at the same cost as people insured in that country. Patients can either ask for reimbursement from the national institution while still in the country and get reimbursement directly there, or ask for reimbursement from their national health insurance company upon their return. Patients will either get all costs reimbursed, or they would be asked to pay the fees payable in the country of their treatment. Absolute majority of all cross-border healthcare treatment in the EU occurred under this regime.
Despite the absolute majority of all cases of cross-border healthcare are based on the provision given by the Regulation 2004/883, it is the Directive 2011/24 which could lay the foundations to the functioning-European healthcare market [5] . There are major differences among the systems of healthcare provision among European states and this can foster the cross-border healthcare provision. This Directive may deepen inequalities in healthcare access in social terms, as cross-border healthcare seems to be easier for wealthier and better-informed part of the society, who can afford to pay up-front payments. This could decrease chances of those EU citizens, who are not in a position to pay up-front payment or face language barrier [5] . This can also be the case of inhabitants ofČeské Velenice, who have much lower incomes than their Austrian neighbours and often don´t speak any German.
Another major obstacle is a mental barrier to undergo a healthcare treatment in another country: Eurobarometer 425, entitled Rights in Cross-border Healthcare in the European Union [35] dealt with the cross-border healthcare. It revealed that just of the EU citizens (53% in 2007 and 49% in 2015) are Sustainability 2019, 11, 6980 5 of 14 prepared to seek treatment outside of their own country and just 5% of the respondents experienced that. Citizens' awareness of cross-border healthcare options is generally low. The behaviour patterns of EU citizens were not changed much by the introduction of the abovementioned legislation [5] .
Special Geographical Zones
In the EU core, defined by the six founding countries, a strong functional cross-border integration with numerous and frequent cross-border flows can be observed [13] , including those in healthcare. There are several zones of organised cross-border health-care in this European core, aiming to reduce administrative challenges from EU health care legislation. One of the well working examples are Franco-Belgian Zones of Organised Access to the Cross-border Healthcare (ZOAST). Establishing them required two types of additional agreements. Firstly, a Belgian-Franco framework agreement on healthcare cooperation that provided, secondly, the grounds for the conventions developed for the different ZOAST [4]. Based on this agreement and the conventions, patients in these zones who wish to access health care across the border do not need prior medical authorisation from their domestic health insurance. They get reimbursed by applying the tariff for care services of the country where the care is provided.
Similar bilateral agreements focusing mainly on cross-border emergency healthcare are also outside of the EU core: Czech government concluded them with Germany [36] and Austria [37] these bilateral agreements open the way towards more technical agreement on the levels of regions, which enabled the existing cooperation levels. This indicates that despite the fact care itself is run by the locals, it requires involvement of actors from other vertical levels of public administration to make the cross-border healthcare happen.
Goals and Methodology
Our main goal was to identify whether such a sensitive issue as healthcare can be provided in the cross-border Czech-Austrian context as a long-term sustainable solution, as the literature review indicated that the cross-border integration between "old" and "new" EU members tends to be rather weak/fragmented [13] and mental barrier can be very significant [12] , not to speak about other obstacles [38] . Afterwards we tried to identify the main obstacles in cross-border healthcare provision at the selected part of Czech-Austrian border, in divided town of Gmünd-České Velenice. Without prior deep knowledge we believe that at least following obstacles are to be overcome:
(1) Administrative barriers linked to different legal contexts of both countries, which can complicate cross-border payments; (2) Prices of healthcare costs are higher in Austria;
(3) There is a significant language barrier in the Czech-Austrian border region; (4) Most of the Europeans, not excluding Czechs, are used to receiving healthcare only in their own countries-a mental barrier to seek treatment beyond the border might involve a major lack of trust.
We identified the factors which have helped to eliminate these obstacles and the expected main actors involved in the cross-border healthcare provisions and analysed the contribution of different CBC actors to the cooperation in this field. We also tried to identify key messages for the long-term cross-border healthcare provision, which would be transferable also in different border contexts. This helped us to formulate more relevant research questions:
(1) Who is/are the decisive actor(s) involved in this case and what motivations behind their actions can be found? (2) What role does the EU play-is there some other element aside from INTERREG financing? (3) Which of the abovementioned barriers are the more serious ones?
To answer these questions, we provide a short literature review on cross-border cooperation to show possible approaches of selected scholars to this topic, we also complement that theoretical part Sustainability 2019, 11, 6980 6 of 14 by the description of the legal framework for cross-border healthcare provision in the EU and Czechia and its state-of-the-art. Then we explain the context of the divided towns of Gmünd-České Velenice as a part of Czech-Austrian borderland. The role of the different actors and the application of EU funds in establishing cross-border cooperation in healthcare was analysed in the paper. As INTERREG played an important role, we analysed the outcomes and impacts of finished projects and try to identify important moments in this cooperation.
The study, elaborated in August and September 2019, was complemented by expert interviews with stakeholders in cross-border healthcare in Gmünd-České Velenice, who have this CBC as their "core business". Despite the fact the number of people interviewed was limited, their competence should have compensated that. We addressed them with the questions on overcoming above mentioned barriers. These methods and their triangulation should be sufficient to achieve the goals of the paper.
Context of Healthcare in the Czech Republic and Problems of Border Areas

Czech Context for the Healthcare Provision
Each Czech resident must have her/his insurance, seven health insurance companies take care of that and each citizen must choose one of them. Health insurance companies conclude contracts with healthcare providers. Most of the healthcare providers have contracts with more than one company-the major ones with all of them.
The Public Health Insurance Act expands the rights of patients seeking healthcare services in a different EU state. It defines rules for the administrative and financial management (reimbursement) and specify contact points for citizens interested in foreign healthcare provision [39] .
As was indicated in Section 2.2 on the legal anchor of healthcare in EU legislation, problems for Czech patients arise from reimbursement of medical treatment provided in the EU Member states with more expansive healthcare, such as Austria. The Czech patients have to pay the difference between the higher Austrian and Czech medical treatment prices out of their own pockets, which creates a substantial burden. The obvious problem to be solved for the inhabitants of theČeské Velenice Region and healthcare providers based in Gmünd is then the need to invent a system eliminating the barrier of higher costs of healthcare services in Austria.
Statistics reveal that the impact of the Directive on cross-border health care has not been major in Czechia [40] . This is primarily to the fact that Czechs consider their healthcare system as functional and better than the Slovak or Polish ones. The Czech are willing to admit that the Austrian and German systems might be even better than the Czech one, but the need to pay upfront and only receive partial reimbursement deter them from using those services. The planned cross-border healthcare remains a choice of richer people with good knowledge of the language of the neighbour, which Czechs often fail to master.
Context ofČeské Velenice/Gmünď
Ceské Velenice is the Czech part of what was formerly one town but is now divided into Gmünd (Austria) andČeské Velenice (Czechia)-see Figure 1 . Like many borderland places, it has an interesting history as an example of a place where major changes in the nature of cross-border relations and border functions have occurred. There has always been a vaguely defined border dividing Germanic and Slavic tribes living along the border. Until 1918, the region was part of the Habsburg Empire. The end of First World War opened space for founding new states, including Czechoslovakia, and new borders were created. A numerous German speaking minority stayed on the Czech part of the border. Almost all of them were forced to leave Czechoslovakia after 1945. This decreased the number of population there, including theČeské Velenice region [41] .
Developments after 1948 led to the erection of the "Iron Curtain." This border was an almost impermeable barrier and made cross-border contacts impossible and even undesirable. The communist regime on the Czech side minimised opportunities for mutual contact at the border. Border crossings, Sustainability 2019, 11, 6980 7 of 14 roads to the borders and settlements in the border belt were abolished. All remaining inhabitants were displaced. Border guards managed a heavily guarded border zone regime. This led to a dramatic decrease of the population of this border region: the living standards and the quality of life decreased, the educational structure of the population worsened and housing fell into disrepair. This was the case until the end of 1989.
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Context of České Velenice/Gmünd
České Velenice is the Czech part of what was formerly one town but is now divided into Gmünd (Austria) and České Velenice (Czechia)-see Figure 1 . Like many borderland places, it has an interesting history as an example of a place where major changes in the nature of cross-border relations and border functions have occurred. There has always been a vaguely defined border dividing Germanic and Slavic tribes living along the border. Until 1918, the region was part of the Habsburg Empire. The end of First World War opened space for founding new states, including Czechoslovakia, and new borders were created. A numerous German speaking minority stayed on the Czech part of the border. Almost all of them were forced to leave Czechoslovakia after 1945. This decreased the number of population there, including the České Velenice region [41] . Developments after 1948 led to the erection of the "Iron Curtain." This border was an almost impermeable barrier and made cross-border contacts impossible and even undesirable. The communist regime on the Czech side minimised opportunities for mutual contact at the border. Border crossings, roads to the borders and settlements in the border belt were abolished. All remaining inhabitants were displaced. Border guards managed a heavily guarded border zone regime. This led to a dramatic decrease of the population of this border region: the living standards Since that time, the Czech-Austrian border has experienced three different regimes and functions. Firstly, the barrier function (before 1990) was replaced by the contact function (1990) (1991) (1992) (1993) (1994) (1995) (1996) (1997) (1998) (1999) (2000) (2001) (2002) (2003) (2004) . The third phase of mutual interdependence was marked by the eastern enlargement of the EU in 2004 and inclusion of Czechia in the "Schengen space" in December 2007. The border region became a place where the CBC started to be implemented.
The cross-border cooperation activities in this region are co-ordinated by the Euroregion Silva Nortica, which was established in the Gmünd/České Velenice Industrial Park in 2002. The divided town is at a centre of many cross-border initiatives of this Euroregion. Despite the fact that CBC contributes to the economic convergence of the Euroregion and the Czech economy is currently in excellent condition, the Austrian living standards and GDP per capita considerably overperform the Czech ones [42] .
Both towns are far from their regional capitals of St. Pölten andČeské Budějovice, respectively, and both hence occupy a peripheral position. However, the healthcare availability is very different: Gmünd hosts a hospital in its territory, whereas inhabitants ofČeské Velenice must travel 60 km to the closest Czech hospital. Despite major language and mental barriers, the attempts to provide cross-border healthcare for Czechs in Gmünd started more than 10 years ago.
Important Role of European Funding and the Responsible Leader
The current advanced level of cross-border cooperation in the provision of healthcare, which is often described as the "model case" [43] , is an outcome of the planned activities based on strategic thinking of the stakeholders involved. The principle role of the "engine" pulling cooperation initiatives has been played by Lower Austria, one of nine Austrian federal states. Lower Austria owns and manages all 27 hospitals that make up the Lower Austrian Hospital Holding. It is the only Austrian province in which all hospitals are legal entities of the federal state itself. A rather similar situation applies in the (Czech) South-Bohemian Region, as its regional authority also manages major hospitals in its territory.
Lower Austria has also approached the issue of healthcare provision in the cross-border context. This was partially driven by the altruistic motives, as the cross-border healthcare provision was something "European" and natural. More pragmatic motivation was determined by the rural character of Lower Austria, where some of 27 hospitals are located in small towns in the border region. Therefore, Bundesland is motivated to find a solution which could also be applied in contexts other than Gmünd/České Velenice, as Lower Austria wishes to maintain the density of its hospital network.
The decision to launch several project initiatives with its Czech (South Bohemia-subject of our attention-and South Moravia) and Slovak neighbours was inspired by the experience of the Dutch-Belgian-German Maas-Rhine Euroregion. These projects were financed from the EU funded INTERREG programmes. Three subsequent projects have been implemented to make the CBC in healthcare in Gmünd-České Velenice context happen.
The main focus of the initial "Healthacrossproject" (2008-2010) was to help the relevant stakeholders-which means mainly both regions-to find a basic orientation in the field, which also involved an analysis of the respective Austrian and Czech health care systems. This has helped to develop guidelines and a pilot study for cross-border healthcare facilities, accompanied by language courses and a dictionary for emergency services.
The first project also had a strong networking component, as it was necessary to engage partners in understanding what needed to be done. The project sought to have a health infrastructure that Austria could share with Czechia, so Austrian partners needed to get to know their Czech counterparts, as they would help to find new clients of the Gmünd hospital [43] .
The project helped to persuade partners that cooperation was a good idea. However, it also outlined the need to resolve a number of legal and administrative issues. One was the need for an emergency contract with Czechia to allow ambulances to cross the border to the Gmünd hospital. This contract took almost nine years to negotiate, but was successfully achieved in 2016 [43] , thanks to years of dialogue and the involvement of national policy-makers, which helped them to understand the importance of crossing borders in emergencies.
The follow-up "Healthacross in Practice (2012-2014)" project was also run in cooperation between Lower Austrian and South Bohemian Region. Its main focus was the practical implementation of cross-border healthcare provision, as well as working on any issues that could arise as a result of patients moving between Lower Austria and the Czech Republic. To begin with, a defined number (100) of Czech patients received outpatient care at the Gmünd clinical centre. During the preparatory stage, it was necessary to agree a specific range of services and set outpatient times. The pilot project was extremely successful, the services on offer were very sought after and word of mouth on the Czech side of borders started to work. "A key precondition for the pilot test was that the Czech patients would not be required to make a direct financial contribution; either their health insurance or the pilot project's budget would need to handle all costs. Czech patients needed first to be seen by their GPs, who would make diagnoses and referrals in accordance with the spectrum of services offered by the Gmünd hospital. The GP would then get in touch with a Czech-speaking person at the Gmünd hospital, who would arrange for further care. Czech-speaking personnel were available at the Gmünd hospital every Wednesday, and translators were on call during the hospital's core hours throughout the week" [43] .
The currently ongoing "Healthacross for Future" (HFF) project (planned lifespan 2017-2020) focuses also on pilot verification of inpatient treatment of Czech patients at the Gmünd clinical centre and a last phase of testing the feasibility of sharing medical services between Austria and the Czech Republic. The infrastructure component of this project makes it unique, since it integrates personnel and services in a structure that lies on the border of Austria and Czechia. The health care centre will be open 60 h a week, using funding from Austria, and will have rooms for events and patient education and health professionals' continuing education. It will also contribute to expanding the role of primary care nurses by giving them more responsibilities while offering patients new health treatment.
The project made an assessment to understand whether treatments were available in Czechia that Austria could offer to Gmünd residents. While the pilot test of the Healthacross in Practice project offered outpatient treatment to 100 Czech patients, inpatient care at the Gmünd hospital under Healthacross for Future will be initially limited to 50 Czech patients. Putting inpatient care in place depends on understanding whether the Czech social insurance could cover it, since treatment costs more in Austria than Czechia. At the time of writing, a solution was being sought with the Czech social insurance, to see if it could cover the costs of Czech inpatients, as the key administrative problem of CB healthcare is linked with the reimbursement of the treatment costs. The current state-of-play is based upon reimbursement of the costs for the medical treatment of Czech patients by the Czech health insurance company, but only up to the level of the costs applicable in Czechia. The additional costs, as Austrian-mainly inpatient-healthcare costs more than the Czech one, is actually paid by the EU sources. Some more systemic solutions should be proposed to comply with the possibilities provided by 2011/24 Directive, as Czech health insurance companies insist on treatment on the Czech side of the border, which is nonetheless complicated by the long (50 min) distance to the closest hospital on the Czech side-České Budějovice [43] .
However, the current situation, resulting from three INTERREG funded projects (see Table 2 for their short overview), is perceived as a success story as documented by many awards obtained appreciating innovative cross-border projects and healthcare initiatives. This is a sharp contrast to some sceptical initial expectations, which were very pessimistic about the perspectives for a cross-border healthcare. There were several crucial points, which must have been fixed for the proper functioning of the system. The joint commitment to solve the problems helped to overcome problems mostly of technical nature and mainly provision of outpatient care has been running rather smoothly. The determination of the main stakeholders also helped to eliminate other than administrative barriers despite initial scepticism the Czech partners found their way for the treatment in Austria, which was also possible with a range of consultancy supporting services, including the language assistance. 
Title and Timespan Project Content and Achievements
Healthacrossproject
2008-2010
Developing guidelines and a pilot study for cross-border healthcare facilities accompanied by language courses and dictionary for emergency services; inclusion of a strong networking element Healthacross in Practice 2012-2014 Practical implementation of cross-border healthcare provision in outpatient care Healthacross for Future 2017-2020
Pilot verification of inpatient treatment of Czech patients at the Gmünd clinical centre
The results already achieved based on using mutual complementarities were seen as positive. The local actors used the EU financial support for rural areas and decided to establish the International Healthcare Centre Gmünd. It should open in late 2020 and should be based on cooperation with the clinic in Jindřichův Hradec in the areas of elderly people and long-term diseases treatment. Until the "Cross-Border Healthcare Cube" opening the project plans to verify provision of inpatient healthcare of 45 Czech patients in Landesklinikum Gmünd and after this pilot phase the cross-border inpatient healthcare provision should become normal. The planned functioning of International Healthcare Centre will primarily focus on the emergency healthcare of Czech patients, but to certain not yet precisely specified extend planned surgeries will be realised too.
The interviews made one thing very clear: the members of the partnership are absolutely sure and proud that they have contributed to the good idea and they have been implementing Europe in the form of "functional region of cross-border health" on a daily basis. This commitment and a joint will to co-operate are the most important key to their interim success. European dimension of the whole Sustainability 2019, 11, 6980 10 of 14 solution is very present: it has started with inspiration from another European border regions and has been supported from the INTERREG programme.
Discussion and Recommendations/Lessons Learnt
The reason for the success of the concept of cross-border health inČeské Velenice-Gmünd is mainly due to the institutional care provided by the Lower Austria. This is due to the institution in charge of the project development and moderation funded by the Lower Austrian Government. In Lower Austria the role of project leader and principal actor was played by the administration itself, they also managed to obtain a support of both local and national authority. The key element of success was in establishing functional cross-border partnership with the South Bohemia Region and modest support from the Czech Health Ministry.
The lesson learnt from the Gmünd/České Velenice example is the need to have a team, for which the CBC in healthcare is a part of their job-description. In the Lower Austria this team manages co-operative projects funded from the EU sources. The Healthacross projects helped to finance a substantial part of the achievements and the use of INTERREG funds-which are based on the long-term strategic decisions played an irreplaceable role in all already achieved results.
Another important factor contributing to the success story was a European dimension of the whole story and application of strategic thinking. The representatives of partnership did not try to re-invent the wheel and found an inspiration in Euroregion Maas-Rhine, where the cross-border health care has been provided much earlier. They used the networking opportunities and identified more experienced partner Euroregion supporting the implementation phase of CBC in healthcare. The Maas-Rhine experience was transferred to the Gmünd-České Velenice region with the use of the European sources and with the "European" long-term vision. The EU financing played a vital role in pilot verification of the whole concept. The requirement of the sustainability of EU funded projects helped to formulate such long-term vision, which is shared by the project staff (which was very present during the interviews) and the local stakeholders, who keep on supporting the agreed project ideas [43] . Common healthcare centre shared by Austrians and Czechs should be opened in 2020-and the vision will come true, at least partially.
CBC is a complex issue and as such it needs time to succeed. This theoretical finding has been absolutely confirmed by the Gmünd-České Velenice case, as they arrived to the current state after more than 10 years. The local and regional stakeholders underline the necessity to allocate sufficient amount of time to cope with technical/administrative issues and, more importantly, to enable different actors to build mutual trust and a feeling of joint responsibility.
Another important element is openness of partnership and involvement of stakeholders at all level of public administration even the support from federal/Vienna level is important, at least as a mean of moral support. The ongoing communication with existing or potential stakeholders/initiative partners keeps people motivated, it moreover helps to build a confidence of locals in service providers in the case of Lower Austria, majority of the Czech people served reported being satisfied with care provided by the Austrian health system and hospital [43] . The communication with the local stakeholders should also involve understanding needs of the locals and pursuing them to accept the idea of healthcare services behind the borders. Table 3 shows that identified obstacles to the cross-border healthcare provision have their-at least partial solution. These solutions and related recommendation are reflected in more detail in the conclusions. However, we can summarize that the key word is a shared will to co-operate, involvement of all relevant partners and the patience to wait for the outcomes, as even partial outcomes of cross-border partnership take time. 
Conclusions
The main goal of this study was to identify whether healthcare as a long-term sustainable solution can be provided in the cross-border Czech-Austrian context in the divided town Gmünd/České Velenice. Doubts were doubled by knowledge that cross-border integration between "old" and "new" EU members has not reached the level of CBC in the EU core [44] . The answer, based on the findings illustrated in previous pages, is positive as the outpatient care of patients is concerned. This is mainly to the functioning partnership, clear initiative leader backed with the specialized project staff able to propose and run projects in cross-border healthcare provision. Lower Austrian Bundesland wants to keep the hospital in Gmünd functional and CBC can be an important part of the mosaic of its endeavours. In the different context, where the hospital is based in "self-sufficient" bigger town the answer might be different.
Nevertheless some limitations have been noted that have slowed down the process. Surprisingly, the mental barrier has not played a major role, once the word of the mouth provided a good reference about Austrian healthcare providers among (Czech) inhabitants ofČeské Velenice microregion. The possibility to use Czech language in the hospital caused the substantial elimination of this barrier. The other positive point was the cooperation with Czech general practitioners, who sent their patients for specialised examinations at the Gmünd hospital.
Administrative obstacles are a more important problem which dramatically limits the inpatient care, which has not started properly yet. The main problem is in higher costs of inpatient healthcare in Austria and the unwillingness of Czech health insurance companies to cover those costs. Contrary to outpatient treatment the administrative barriers were to a large extent eliminated and the system has started to show the elements of sustainability-moreover when the costs of outpatient care do not differ so dramatically and Czech health-insurance companies cover the costs.
The abovementioned elements backing the partial interim success in pilot verification of cross-border healthcare provision in Gmünd/České Velenice have common denominators. They have entailed a European dimension: the partnership contributes to the European integration. Partners obtained inspiration from another European border context and have employed EU funds to find a suitable solution of cross-border healthcare provision. Moreover, despite the fact the transposition of the EU healthcare legislation into local contexts has not removed all incompatibilities or obstacles, it helped to create conditions for later liberalisation of healthcare provision at the Community level. Another important keywords are inclusiveness and openness-both inclusiveness of the hospital vis-à-vis Czechs as well as openness of the partnership vis-à-vis important stakeholders.
Probably the most important factor of the success is the shared will to cope with the problems and preparedness to work patiently towards finding appropriate solutions. The interviewed members of the project team declared the firm belief that administrative obstacles, preventing inpatient cross-border healthcare provisions, will be sufficiently solved and removed.
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